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Electric or hydraulic patient lift devices designed to transfer a person to and from bed to bathtub, but

excluding lift chairs, devices attached to motor vehicles, and wall mounted chairs which lift persons up and down

stairs; and
v.
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(7-1-99)
Grab bars for the bathroom adjacent to the toilet and/or bathtub; and (11-1-86)
Hand-held showers; and (11-1-86)
Head gear (protective); and (7-1-99)
Hearing aids (see Section 108 for coverage and limitations); and (7-1-99)
Home blood glucose monitoring equipment; and (11-1-86)

Intravenous infusion pumps, and/or NG tube feeding pumps, IV poles/ stands, intrathecal kits; and

9T

Hand-held nebulizers, air therapy vests, and manual or electric percussor; and (7-1-99)T
Medication organizers; and (1-1-98)T

Oxygen concentrators; and (11-1-86)

Pacemaker monitors; and (11-1-86)

Compressors and breathing circuit humidifiers; and (7-1-99)T

Sliding boards and bath benches/chairs; and (11-1-86)

Suction pumps; and (11-1-86)

Sheep skins, foam or gel pads for the treatment of decubitus ulcers; and (7-1-99)
Traction equipment; and (7-1-99)

Walkers; and  (7-1-99)T

Coverage Conditions — Equipment. The following medical equipment is subject to the following

limitations and additional documentation requirements: (7-1-99)

a. Wheelchairs. The Department will provide the least costly wheelchair which is appropriate to meet the
recipient’s medical needs. The Department will authorize the purchase of one (1) wheelchair per recipient not more
often than once every five (5) years. Specially designed seating systems for wheelchairs shall not be replaced more
often than once every five (5) years. Wheelchair rental or purchase requires prior authorization by the Department or
its designee and shall be authorized in accordance with the following criteria: ~ (7-1-00)T

i In addition to the physician’s information, each request for purchase of a wheeichair must be accompanied by
a written evaluation by a physical therapist or an occupational therapist. The evaluation must include documentation
of the appropriateness and cost effectiveness of the specific wheelchair and all modification and/or attachments and its
ability to meet the recipient’s long-term medical needs. For each request for a rental of a wheelchair, a physical
therapist or an occupational therapist evaluation may be required on a case-by-case basis, to be determined by the
Department or it’s designee;  (7-1-00)T
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ii. Manual wheelchairs will be authorized based on the recipient’s need according to the following
criteria: (1-1-98)T

) The recipient must be nonambulatory or have severely limited mobility and require a mobility aid to
participate in normal daily activities and the alternative would be confinement to a bed or chair; (1-1-98)T

2) A standard lightweight wheelchair will be authorized if the recipient's condition is such that he cannot
propel a standard weight wheelchair;  (1-1-98)T

3) An ultra light weight wheelchair will be authorized if the recipient's conditions are such that he cannot
propel a lightweight or standard weight wheelchair. (1-1-98)T

iii. Electric wheelchairs are purchased only if the recipient's medical needs cannot be met by a manual
wheelchair. The attending physician must certify that the power drive wheelchair is a safe means of mobility for the
recipient and all of the following criteria are met: (1-1-98)T

(D The recipient is permanently disabled; and (1-1-98)T

) The disability is such that, because of severe upper extremity weakness or lack of function, the
recipient cannot operate any manual wheelchair. (1-1-98)T

iv. Additional wheelchairs may be considered within the 5 year limitation with written documentation
from the physician and a written evaluation from a physical therapist or an occupational therapist indicating that the
current wheelchair is longer meets the client medical needs (7-1-99)T

)] may actually be damaging to the clients medical condition (7-1-99)T.

b. Electronic blood glucose testing devices with voice synthesizers must be prior authorized by the
Department or its designee and are covered only when the following documentation is submitted and verified by the
attending physician: (4-1-98)T

i The recipient has been determined to be legally blind and is unable to read a standard glucose monitor

(this does not include any correctable vision defects; (and) (1-1-98)T

ii. The recipient lives alone or has no care giver available during the times when the glucose testing must
be done. (1-1-98)T

C. Electronic pain suppression/muscle stimulation devices TENS Units must be prior authorized by the

Department or its designee and are purchased only when the effectiveness of such devices is documented by the
physician and only after: (4-1-98)T

i The pain has been present for a minimum of three (3) months; and (1-1-98)T

ii. Other treatment modalities have been tried and failed (documentation must be submitted with request
for prior authorization; and (1-1-98)T

iii. The effectiveness of the device is documented following a maximum of a two (2) month trial rental
period; and (1-1-98)T
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